pathological, were they due to old quiet lesions or to active tuberculous processes in the bronchial glands, or at the hilus of the lung ? Fourthly, accepting Dr. Jordan's statement as to the line. of march, could the X-rays show progress from the hilum to the apex at an early stage, before there were recognizable physical signs ? And, if so, what were those X-ray indications? Lastly, in basic conditions, which always seemed to cause most difficulty in diagnosis, would the X-rays give definite information in distinguishing between recent active infiltration, thickened pleura, bronchiectasis, and fibrosis ?
Dr. GILBERT SCOTT said most of the points he had intended to bring forward had already been dealt with by the previous speakers. He quite agreed with what had been said on the subject by Dr. Finzi and Dr. Young. What made the radiographic diagnosis so difficult in chest cases was the fact that the normal radiographic appearance was still undecided. Skiagrams taken of what were regarded as normal lungs would show wide ranges of difference. In the case of people who lived in changeable climates, the amount of inflammatory change remaining in the lungs must be considerable, leaving behind fibrous tissue in a more or less degree, with enlarged and calcareous glands at the roots of the lungs; practically all those living in this climate had these conditions present. He did not think it justifiable that a person should be diagnosed as " tubercular " simply becarnse this condition was present in his lung; a condition which might be caused by simple inflammatory changes other than that carried by the tubercle bacillus. It was as well to remember that even the typical mottling of phthisis, which might be seen at the apex or elsewhere in the lung, might be produced by other conditions. He mentioned a case of a man, aged 60, who showed at one apex the typical mottling of early phthisis. He died soon afterwards, and at the postmortem the appearance was found to have been caused by collapse of that portion of the lung, due to a malignant gland having pressed on a bronchus. This portion of the lung was adherent to the chest wall and there was no air entry.
Dr. R. MURRAY LESLIE said he would like to dwell briefly on one or two points which had emerged from the debate, particularly one or two aspects of the question under discussion just brought out by Sir Richard Douglas Powell. One of these had reference to statements by recent writers, including the speaker, that the large majority of all persons were the victims of tuberculous infection in early life, and if that were so, why it was that the death-rate from phthisis was not much higher than it was known to be. It seemed to the speaker that this apparent contradiction was adequately explained by the observations of such investigators as Hamburger and Monti, of Vienna, who had found that although 94 per cent. of school children contracted the infection in some form before the age of 15, yet 80 per cent. of these never showed definite symptoms of disease. This was, no doubt, due to a permanent cure of the tuberculous deposit at the hilus of the lung and elsewhere having taken place, and to the establishment of a gradually acquired immunity, which rendered the individual less liable to subsequent infection. It would thus seem that the previous existence of old cured tuberculous foci at the hilus might be an actual advantage to the individual on account of the comparative immunity thus conferred. With regard to the spread of the disease in the reverse direction to the course of the lymph-stream due to the "retro-impulsion of lymph," and fully described in the speaker's recent publication on "Hilus Tuberculosis,"1 Sir Almroth Wright and others had shown that this could happen in the case of plague and other infections, and that this backward spread could be readily observed in the case of tuberculous cervical glands in children. He agreed with Sir Richard Powell as to the difficulty of judging from an X-ray examination as to the direction in which the spread had occurred, whether from the hilus to the periphery or vice versa. This could only be ascertained by carefully analysing a series of successive skiagrams of the same patient taken at certain intervals. As Dr. Finzi pointed out, it was only during the last twelve months or so that instantaneous skiagrams had become possible; the use of the instantaneous method, in conjunction with the recent improved technique, promised valuable results in the future.
As regards the X-ray findings, he agreed with Dr. Ironside Bruce and other radiographers as to the importance of the patient holding his breath during examination, as otherwise the clusters of tiny opacities which frequently indicated foci of tuberculous broncho-pneumonia did not stand out clear and defined, and there was only a blurred result difficult to interpret. In the case of the shadows cast by hilus thickenings, he agreed it was difficult to state whether they per se were due to tuberculous or non-tuberculous fibrosis (i.e., silicosis and other conditions); he would point out, however, that even in the latter case it was difficult to exclude the co-existence of tubercle. When the appearances were limited to the root area the question could not be decided on X-ray evidence alone.
Dr. E. L. COLLIS said that in his work as a factory inspector he had gixen much attention to tuberculosis, and he had endeavoured to get a series of X-ray photographs taken of persons much exposed to dust. The first attempt was carried out by Dr. Rayner, but the patients were tuberculous, and it was impossible to say that the extended area of shadows was not due to tubercle. He then got Dr. Hallam, of Sheffield, to radiograph for him some grinders who were not tuberculous, but had silicosis, due to the inhalation of dust of uncombined silica. Tubercle in such individuals runs a rapid course, the patients may be dead in six months. These men were alive and well twelve months after the photographs were taken, and the only apparent abnormal symptomi-was a shortness of breath. Yet the plates showed shadows which those accustomed to interpret them considered to be typical of disseminated tuberculosis. Dr. A. E. BARCLAY said he was far from convinced as to the prevalence of peribronchial phthisis. Since Dr. Jordan read his paper some time ago he had set himself to look at all the normal chests he encountered, including a good number of stomach cases, in whom, presumably, the lungs were healthy. He had examined some 400 cases, and the root shadows which had been described were present 'n practically every case. Many of them showed thickened and enlarged glands. He was quite sure they had not all got peribronchial phthisis. He would diagnose the presence of peribronchial phthisis only when he was convinced that these shadows were of active pathological significance. The only way in which one could arrive at this conclusion was by a comparison of instantaneous skiagrams, taken at intervals of a month or two. If this method showed extension of the root shadows, then, and not till then, he would diagnose peribronchial phthisis.
Dr. W. J. S. BYTHELL, in reply, said the discussion had been exceedingly useful and instructive; but he had heard very little to throw doubt on his contention that in children-and his remarks were specially A-9
